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U.S. Health System
Performance: A National
Scorecard

The United States would have to improve its performance on key
indicators by 50 percent or more to reach benchmark rates.

by Cathy Schoen, Karen pavis, Sabrina K.H. How, and Stephen C.
Schoenbaum

ABSTRACT: This paper presents the findings of a new scorecard designed to assess and

monitor multipte domains of U.5. health system performance. The scorecard uses national

and internationa! data to identify performance benchmarks and calculates simple ratio

scores comparing U.S averages 1o benchmarks. Average ratio scores.range from Blte 71
across domains of health cutcomes, quality, access,._eqnity,_qﬂd efficiency. The overall pic-

{m’e that emerges from the scorecardis one of missed opportunities.and room for improve-

ment, The findings underscore the importance of policies that take a coherent, whole-

system approach to change and address th&" ifiteraction of access, quality, and cost. _
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and most highly specialized physicians. At 16 percent of gross domestic

product (GDP), U.S. health spending is double the median of industrialized
countries and since 2000 has been growing, more rapidly than before! Yet the
United States is the only major industrialized country that fails to guarantee uni-
versal health insurance; coverage in this country is deteriorating, leaving millions
without affordable access to care.” The U.S, health system also is not the best on
quality of care, nor is it 2 leader in health information technology (IT).?

To delineare the status of U.S. health care and oppertunities to fmprove, we
have developed a national scorecard spanning health outcomes, quality, access, ef-
ficiency, and equity in one report. Thus, the scorecard, which was designed to as-
sess and monitor all key dimensions of performance in relationship to benchmarks

THE UNITED STATES HAs Many of the world's best-equipped hospitals

and over time, provides a unique whole-system view. Benchmarks and targets for
- improvement are based primarily on levels achieved internationally or within the
~ United States.

Cathy Schoen (cs@cmwforg) is senior vice president for research and evaluation at the Commonwealth Fund in
New York City. Karen Davis is president of the Commonwealth Eund. Sabrina How is a research associdte, and
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Study Methods

With guidance from the Commonwealth Fund Commission on a High Perfor-
mance Health System and input from leading experts, the scorecard includes key
indicators drawn from efforts of public, professional, and other national enrities
plus new analyses. Criteria for indicator selection focused on sentinel or whole-
system measures that capture key areas where improvement could make a major
Sifference for the public, where information is available from international or na-
tional darabases, and where the potential exists for time-trend analyses. In total,
the scorecard includes thirty-seven scored indicatars, many of which are compos-
ites. The indicator set includes thirteen.from newdata analyses and composites
developed for the scorecard; the remainder represent an array from past research
and ongoing efforts to track quality performance.

B Indicator domains. The analysis organizes indicators into five broad domains:

/ health outcomes, quality, access, efficiency, and equity. Within the domain of qual-

"y, there are four clusters of indicators: getting the right care (effective care); coordi-
nated care; safe care; and patient-centered, timely care. Access includes two clus-
a1 "Care " We assigned

indicators of overuse or waste to “efficiency”

Except for coordinated care, quality follows the framework developed by the
Tnstitute of Medicine (IOM).* We broadened “quality” to include coordination, in
light of its critical link to effective, safe, and efficient care.® To take a whole-system
view, the scorecard emphasizes composites and develops new indicators that ad-

dress efficiency—that is, joint performance on quality and cost.®.

W Benchimarks. The report scores U.S. national performance relative to bench-

" marks, with a maximum score of 100. In general, benchmarks reflect the perfor-

mance achieved by top-performing groups, but not “perfection.” For each indicator,
we identified the benchmark rate based on rates achieved by top countries or the
rop 10 percent of U.S. states, hospitals, health plans, or other providers. The choice of
henchmarks reflects the specific indicator and availability of data. For example, for
hospital clinical care, the benchmark is the best hospitals, but for potentially pre-
ventable admissions, the benchmark is the top 10 percent of states or regions. Where
patient data were available only at the national level, we compared national rates
with the experiences of high-income, insured pecple, choosing the benchmark
group least likely to face barriers because of costs.

)

_Four access benchmarks are targets that reflect logical policy goals, .such as .

_aiming for 100 percent of the population to be adequately nsured” We also used
targets for two quality indicators—adults getting all basic preventive care and
mental health care—since nacional rates even for high-income groups came to
barely half receiving care according to guidelines. For these we set “stretch tar-
gets” of 80 percent to allow for Jess-than-perfect scores and still aim for major
improvement.

M Scoring. To score, we calculated simple ratios of U.S. national averages com-
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pared to benchmarks, Where higher rates would indicate a move in a positive direc-
rion, we divided the national average by the henchmark. Where lower rates would
indicate a positive direction—such as lower mortality or error rates—we compared
the benchmark (lower rate) to the US. average. To surnmarize scores by domain, we
averaged indicator ratios.

_,,? W Risk ratios. For equity, we used the percentage of the group at risk (for exam-
ple, the percentage not receiving recommended care) to calculate risk ratios for se-
Jected indicators, The ratios compare rates for whites with those for blacks and His-
panics; high income with low income; and insured with uninsured.

Outcomes: Long, Healthy, And Productive Lives

An overarching goal for the health care system Is its capacity to contribute to
long, healthy, and productive lives. The scorecard includes five system-level indi-
cators of health outcomes: two on potentially preventable mortality, one on life
expectancy, and two on the prevalence of health conditions that limit the capacity
of adults to work or children to learn (Exhibit 1). The average ratic score for the
United States is 69 out of a possible 100, which reflects the extent to which U.S.
health outcomes differ from those in other countries or vary across states.

An indicator of mortality from conditions amenable to health care, widely used
in Burope, is deaths before age se i y

15 bef seventy-five from conditions that are at least par-

tially preventable or moditiable with timely and effective heaith care. The United

 States ranked fifteenth out of nineteen countries on this indicator as of 1998, with

' a death rate more than 40 percent higher than the benchmark, which is the aver-

| age of the three best countries (France, Japan, and Spai).

" The United States ranked last on infant mortality out of twenty-three industri-
alized countries as of 2002, with rates more than double the average of the three
leading countries (Iceland, Japan, and Finland). The United States tied for last
with Portugal, Ireland, Denmark, and the Czech Republic on healthy life expec-
tancy at age sixty. The U.S. ranking reflects shorter life expectancy and more years
of life with poor health and disability.

Within the United States, there is wide variation across states on the percent-
age of working-age adults with health-related limits on their ability to work or do
other activities and in the percentage of children missing eleven or more days from

school because of illness or injury.

Quality Of Care

High-quality care means care that is “right” (effective), well-coordinated, safe,
patient-centered, and timely. On multiple quality indicators there are substantial
spreads between the top and bottom groups of hospitals, health plans, or states
(Exhibits 2 and 3). Hence, even moving the bottom of the distribution up to the S
national averages would yield substantial net gains.

B Getting the right care. Across five indicators for getting the right care, the
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EXHIBIT 1 .
Performance Indicators For The U.S. Health Care System: Long, Heaithy, And
Productive Lives (Outcomes)

Range of perforimance
ELS. {Bottom Score: ratio
national Comparison group-top of U.S. to

pimension and indicator rate group group) Benchmark benchmark
Mortality amenabile 10 health care

(deaths per 100,000 population) 115 Countries {43080 B0 70
infant mortality (deaths per 1,000

live births} 7.0 Countries (B.0-2.7)° 2.7 38 v
shealthy life expectancy at age 60
(years) {average of 2 ratios) 87

Men 15.3 Countries 4.4-17.4° 174 88

Women : 17.9 Countries (17.2-20.8> 208 86
Aduits {ages 18-64)-limited in any

activities because of physical,

mental, or emotional prohiems

(percent) 34.8 States (20.4-11.8)° 11.5 pird
Chitdren—missed 11 or more schoot

days due to illness or Injury (percent} B.2 States (8.1~3.8)° 3.8 i3
Long, healthy, and productive lives
{outcomes) dimension score 69

SOURCES: See the online techrical appendix, http://content.heaithaffairs.orgfcgi/contem/fuI!/hiﬂmaff.ZE.wdS?/DCﬁ.
NOTES: Range of performance shows the rates for the bottorm (worst) and top (best) group as footnoted. Benchmark is the top
group rate. Underlined ratios were used to determine the dimensicn scores.

» Average hottom or top three of nineteen countries,

b Average bottom or top three of wenty-three countries.

= Average bottom or top 10 percent of states.

United States averages 71 percent of the benchmark rates, with ratio scores ranging
from 39 to 89 (Exhibit 2). Based on patients’ reports, just about half of adults receive
a1l recommended clinical screening tests and preventive care according to U.S. na-
tional guidelines.® Only half of adults and 59 percent of children needing mental
health care receive ffeatment. Rates are only 15 percent better for high-income
“adults, Tn general, the scorecard results confirm those of 2 medical-record-review
study that found low rates of receipt of recommended care for adults®

For children, receipt of basic vaccines and annual preventive medical and dental
care varies greatly across states. As a result, national averages are well below the
benchmark top 10 percent of states, National average rates of chronic disease con-
trol—using diabetes and hypertension as key indicators—atso fall well below
benchmark rates achieved by the top decile of health plans. Even within managed
care plans, there is a wide spread in performance.

Hospitals vary in their provision of care according to basic clinical guidelines
for heart attacks, congestive heart failure (CHF), and pneumonia. Although top-
performing hospitals reached 100 percent adherence, hospitals delivered recom-
mended care only 84 percent of the time on a composite measure of ten clinical
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processes that are reported to Medicare in exchange for full pagment updates
W Coordinated care. Coordinating care over time and sites, especially for those

with complex conditions, can help assure that patients receive appropriate follow-

up treatment and minimize the risk of errors or complications. Having a doctor who

is available and serves as a central source of primary care and referral facilitates care

continuity and coordination. Yet nearly one-third of adults and more than half of all

children do not have such a primary care “medical home” (EXRIbIE 2)......mmmmunscrcarrrcns

" Coordination of care is particularly Critical during transitions following hospi-

tal discharge. Yer hospitalized patients in the United States are less likely to have

medications reviewed when discharged than is the case in several other countries.

Across the United States, patients discharged from the hospital with CHF receive

written discharge instructions only 50 percent of the time, on average, and there is

an eighty-percentage-point spread between the top and bottom 10 percent of hos-

pitals and a forty-percentage-point spread between the top and bottom 10 percent

of states (64 percent versus 26 percent, data not shown). Patients hospitalized for

mental health conditions often do not receive follow-up care within thirty days of

EXHIBIT 2
Performance Indicators For The U.S. Health Care System: Quality—Getting The Right
Care And Coordinated Care

Range of performance
u.s. {Bottom Score: ratio
national Comparison  group—top of U.S. to
Dimension and indicator rate (%)} group group) {%} Benchmark (%} benchmark
Aduits—received recommended
screening and preventive care 49 Insurance (31-52)° B0* &1
Children—recelved recommended
immunizations and preventive care
(average of 2 ratios) 85
Received all recommended doses of
five key vaccines 79 States (71-89)° 89 89
Received both preventive medical
and dental care visils 59 States {48—73}“ 73 23
Needed mental health care and
received treatment (average of 2 ratios) 86
Aduits 47 Income (42-54)° BO* 59
Children 59 States (47-74}" 80* 73
Chronic disease under control (average o
of 2 ratios) 61 3
Adufts with diagnosed diabetes— i
HbALe level <9% 74 Health pians  (23-86)° 89 a3 !
Adults with hypertension~—blood ,;‘.‘L- ;
pressure <140/90 mmHg 29 Heaith plans ~ (48-75)° 75 39 &
Hospitalized patients—received
recommended care for AMI, CHF, and
pneumonia {composite) a4 Hospitals (75-91)f 100 84
Getting the right care dimension
sCore 7L
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EXHIBIT 2 .
Performance Indicators Fer The U.S. Health Care System: Quality—Getting The Right

Care And Coordinated Care {cont.)

Range of performance
u.s. {Botiom Score: ratlo
natienal Comparison  group-top of L1.S. to
pimension and Indicator rate (%) groug group) (%) Benchmark (%) benchmark
Adults {ages 19-64)—have acoessible Age, income,
primary care provider 66 and inswance  (38-84)¢ 84 78
Children—have “medicat home” 46 States (36—60}" =] 77

Care coordination at hospita discharge
{average of 3 ratios) i)
Hospitalized patients with new R
medications were reviewed at

discharge 67 Countries &7-86" 86 78
N Heart fallure patients—recelived
written instructions at discharge 50 Hospitals (9-87) 87 58

"fr Follow-up within 30 days after
4 hespitalization for mental health

disorder | (average of health plans) T4
Private plans 76 Health plans  (85-86)" 86 a8
Medicare plans 6l Health pians  (39~80)' 86" 70
Medicald plans 54 Heaith plans  (22-81)" ag™ 63

Mursing homes: hospital admissions
and readmissions among residents

(average of 2 ratios) 64
Hospital admissions 16 States (zi-9)" g BT
Readmissions 12 States {16-8)" 8 72

Home health: hospital admissions 28 Agencies (47-17y i7 62

Coordinated care dimension score 70

SOURCES: See the onfine technical appendix, mtp://content.heaithaffairs.org,lcgi/contsnt,/fu11/hitha€f.25.w457/0(12.
NOTES: All rates are rounded, Range of perfermance shows the rates for the bottem (worst) and top {best) group as footnoted,
senchmark is the 1op group rate uhiess marked with an asterisk o indicate target rate, Ratios use vaiues to the nearest
decimal point. AMI is acute myocardial infarction. CHF Is congestive heart failure. Underiined ratics were used to determine the
gimension scores.

sUninsured or Insured all year.

b Average bottom or lep 10 percent of states.

| pss than 100 percent of the faderat poverty level or 400% or more of the federal poverty tevel.

¢Tenth percentile Medicaid pians of ninetieth percentiie Medicare plans.

=Tenth percentile Medicaid plans of ninetieth pergentile private plans.

Tenth of ningtleth percentile hospitais: nenchmark is top hospitals.

4 ninsured adults under age sixty-five or high-income elderiy.

»Worst of best of six countries.

“Tenth or ninetieth percentile hospitals,

Javerage of National Commitiee for Quality Assurance {NCQA) heaith plans; no national data available.

“Tenth or ningtisth percentlle private plans.

1Tenth of ninetieth percentile Medicare plans; benchmark is ninetieth percentite private plans,

=Tenth or ninetieth percentie wedicsid pians; benchmark is ninetieth percentile private plans.

» Ninetieth or tenth percentiic states,

* Average bottom or top 285 percent of agencies.

discharge. _Q@QﬂlCEE-animentaLﬂl%@ﬁ&i&di&;aLQIS, there is a gap of twenty to _
thirty percentage points between national averages and rates hieved by the top
“gFoup of hospitals or health plans. These shortcomings put patients at risk for

U~ e
o,

- o oo e T
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complications and readmissions and raise the cost of care.

Carefully managed transitions between hospital and nursing homes or home
health settings combined with high-guality care in the latter two settings can pre-
vent or minimize hospitalizations and rehospitalizations for long-term care pa-
tients. Yet, on average, one in six nursing home residents are hospitalized each
year, and of those discharged from hospitals to nursing homes, 12 percent are read-
mitted within three months. These average rates are 50 percent higher than those
achieved by the five best states, with a two- to nearly threefold variation across
states. National rates of home health patients admitted to the hospital are also
well above the benchmark set by top-performing agencies.

An estimated 28 percent of readmissions from nursing homes and home health
care agencies could be prevented.” Reductions of this magnitude would bring na-
cional rates nearer to rates achieved by the top-performing states, result in less dis-
ruption for vulnerable patients, and save money.

M Safe care. Seven years after the publication of the IOMs To Err Is Human, the
United States still Iacks a reporting system to assess safety or to target areas for im-
provement.* Safety risks cut across care both in and out of the hospital (Exhibit 3).

Tn a six-nation survey, one-third of U.S. patients reported a medical mistake,
medication, oF 1ab test error in the past rwo years. It would take a one-third reduc-
tion in the U.S. rate to reach benchmark-country rates (Germany and the United

EXHIBIT 3
Performance Indicators For The U.S. Health Care System: Quality—Safe Care And
Patient-Centered, Timely Care

Range of performance
Uu.5. {Bottom Score: ratio
national Comparisen group-iop of LL.5. to
Dimension and indicator rate group group) genchmark  benchmark
patierts reported medical, medication,
ar lab test error {percent} 34 Countries (34-22% 22 85
Unsafe drug use (average of 3 ratios) 60

Ambulatory care visits for treating

agverse drug effects {number per

1,000 population per year) 15 Regions (19-11° 1% 71
Children—prescribed antbiotics for

throat infection without a “strep”

test {percent) 43 Health plans  (75-12)° 12 27
Elderiy-~used 1 of 33 inappropriate
drugs {percent) 18 Regions (20-15" 15 B3
Nursing home residents with pressure '
sores (average of 2 ratios) &7
High-risk residents (percent) i3 States (18-8y° 8 80
Short-stay residents (percent) 19 States (23-14)* 14 73
Hospital-standardized mortality ratios
{aclual o expecied deaths) 101 HospHtals (118~85)° 85 84
Safe care dimension score 69
I
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EXHIBIT 3
Performance Indicators For The U.S. Health Care System: Quality—Safe Care And

Patient-Centered, Timely Care (cont.)

ftange of performance
us. (Bottom Score: ratio
national  Comparison group-top of 1,5. 0
pimenston and indicator rate group group) Benchmark benchmark
Abiiity to see doctor when sick of need
medical attention on same of hext
day (percent) 47 Countries (3-81)® 81 58
Very/somewhat easy to get care after
hours without going to the emergency
room (percent) 38 Countries 38-728 12 53
Doctor-patient, communication: always
fistened, expiatned, showed respect, spent
encugh time {percent) 54 Heaith plans (86-74) 74 74
Aduits with chronic conditions—given self-
management plan (percent} 58 Countries (37-65° 65 B89
Patient-centerad hospital care (average of
3 ratios) ar
Siaff managed pain well (percent) 70 Hospitals {B1-79)% 79 8%
Staff always responded when needed help
to get to the bathroom or pressed call
Button (percent) 683 Hospitals (B2-74)F T4 88
Staff always explained medicines and side
effects (percent} 80 Hospitals @o-70 70 86
patient-centered, timely care
dimension score 72

SOURCES: See the online technical appendix, http://content.heaIthaffairs.or(ycg“l/contem/fun/hlthaff.zs.wa5?/DC2.

NOTES: Al rates are founded, Range of perfarmance shows the rates for the bottom (worst) and top {best) group 45 foeotnoted.
Benchmark is the top group rate. Raties use values to the nearest decimal peint, Undertined ratios were whed to determing the
dimenslon scores,

*Worst or best of six countries.

vWorst or best region,

<Ninetiath percentile Medicaid plans or tenth percentile private plans.

# Average bottom or top 10 percent of states.

* Average bottom or top 10 pereent of hospltals.

'Tenth percentile Medicald/private pians or ninetieth percentile Medicare plans.

“Tenth or ninetieth percentie hosoltals,

Kingdom).

Visits to doctors for adverse drug events vary greatly across regions and have in-
creased in the past five years. The percentage of elderly people prescribed one of
thirty-three drugs listed as inappropriate has edged up since 2000, as has the per-
centage of children prescribed antibiotics for sore throats since 1998.

Among nursing home residents, inadequate care can result in pressure sores
with risks of sertous complications, It would take a 33 percent recuction in na-
tional pressure sore rates to reach the average level achieved by the top five states.

Hospital-standardized mortality ratios provide an overail indicator of hospital
safety and quality used internationally and in the Unired States to varget improve-
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ment.” Based on 2000-2002 mortality rates for Medicare beneficiaries, there is a
thirty-three-percentage-point spread between the risk-adjusted mortality ratios
achieved in the best 10 percent of hospitals (lowest rate) and the bottom 10 per-
cent. If hospitals with observed mortality rates that are higher than expected
brought deaths down to the levels that were expected given their patient mix, the
improvement would translate into an estimated 17,000-21,000 fewer deaths per
year. Reducing mortality rates to the level achieved by the top-performing group
of hospitals (lowest 10 percent) would more than triple the number of lives saved.

M Patient-centered, fimely care. Patient-centered, timely care can increase ad-
herence, Improve care eXperiences, and promote more-efficient care. Compared to
rates achieved in several other countries, U.S. patients are notably less likely to have
rapid (same- or next-day) access to physicians when sick or to {ind it easy to get care
after hours without going to the emergency room (ER) (Exhibit 3). These deficien-
cies are in turn associated with higher rates of ER wisits for conditions that could
have been handled by a regular physician if he or she were available.

Also, the percentage of U.S. patients reporting that their doctor always listens
carefully, explains things clearly, shows respect, and spends enough time with
them varies greatly across the country and by source of coverage. There are sub-
stantial differences between national rates and the level achieved by the top-per-
forming group of health plans, based on data reported to the National Committee
for Quality Assurance (NCQA), Medicare, and Medicaid.

Providing a self-management plan to patients with chronic diseases encourages
them to take steps to control their conditions. Only three in five U.S. adults with
chronic conditions report having such a plan (Exhibit 3).

Tn a pilot study, experiences of patients in 254 hospitals have been reported to
the Agency for Healthcare Research and Quality’s (AHRQ's) Consumers Assess-
ment of Health Providers and Systems Hospital Survey (HCAHPS) benchmarking
Jdarabase, There is a spread of eighteen to twenty-two percentage points between
the top- and bottom-pesforming groups of hospitals (tenth and ninetieth percen-
tiles) on how well hospitals manage pain, explain medications and possible side
effects, or respond when patients press call buttons or need help going to the
bathroom. Although patients’ experiences in nursing homes are of critical public
concern, 1o indicator exists to assess resident-centered care.

Access And Affordability
Studies repeatedly find that the single most important determinant of whether .
pgtlentsobtalp essential health.care is having health insurance.® With insurance

" premiums rising at higher rates than wages and consumer cost sharing up sharply,

the affordability of insurance and care is of increasing concern to middie- and low-
income families and employers.” In Exhibit 4, four of the five scorecard indicators
of access and affordability are assessed against policy targets.

W Universal participation. The scorecard includes two indicators for universal
: s s e

I
vy
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EXHIBIT 4
performance Indicators For The U.S. Health Care System: Access

ftange of performance

U.8, {Bottom Score: ratio
national Comparisen group-top of U.S. to

Dimension and indicator vate (%) group group) (%) Benchmark (%} benchmark
Adults (ages 19-64)-insured all ysar,

not underinsured 65 Income (32-83)" 100* 85
Adults—no access problem due 10 costs 60 Countries (60~91)" a1 66
Universal participation dimension score 65
Families—spending <10% of income of <5%

of income, If low income, on QOF medical

costs and premiums | 83 Income (54~-96)° 100% a3
Poputation under age sixty-five-iving in

states where premiums for empioyer-

sponsored health Insurance &re <15% of

roneigerly median household income 58 -4 -4 100* 58
Aduits {ages 18-64)—no medical bkl

probiems or medicai debt 68 income (53-84F° 100% 66
Affordabie care dimension score! (1]
Overall access score 87

SOURCES: Ses the online technical appentix, hnp://content.healthaffairs.org/cgi/ccntent/fu%l/hlthaff.zaw%?/ DC2.
NOTES: All rates are rounded. Range of performance shows the rates for the botlom (worst) and top (best) group as fooinoted,
items marked with an asterisk are the target rate. For access problems due to costs, wenchmark is best country rate. OOF is
sut-of-pocket. Underlined raties were used to determine the dimension scores.

s Less than 200 percent of the federal poverty tevel or 200 percent or mare of poverty,

sworst or best of five countries.

*1 pgs than 100 percent of poverty or 400 percent or more of poverty.

1 Not appicable.

*{ pss than 200 percent of poverty of 400 percent or more of poverty.

1 Affordale care Indicator scores refer 1o percentage of U.S, population meeting each threshold.

! arﬁgiggQQ&;M&QLQH}}&EQ,ALR§H}£3RC&,and}:ﬁ.c}ﬁlip];gfglﬁEded.{:.%I:ﬁ. The insurance indica-
for TTACKS The percentage ot SRS Who are adequately insured all year. Inadequate § s
protection or being underinsured is defined as having expenses that exceed.10-pet- .
cent of family income, (5 percent for those with incomes below 200 percent of the
federal poverty level) or being exposed 10 deductibles that alone constitute.5-pete..
_cent of income. As of 2003, sixteen million U.S. adults (ages 19-64) were under-
insured, and sixty-one million adults (35 percent). were either uninsured or under-
insured. Tn 2004, 40 percent of U.S. adults Teported that they went without care x
\li?aﬁ‘s’é'of costs during the year, a rate four times higher than in the United King- J
dom, the benchmark country. : T
M Affordability. Only 58 percent of the nonelderly population lives in a state
where employer insurance premiums average Jess than 15 percent of this popula-
tior's median household income. One-third of nonelderly adults report having prob-
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lems with medical bills, coliection agencies, or medical debt. High out-of-pocket
and premium costs compared to income affect 17 percent of all nonelderly families.
“Time trends on all three indicators have been moving toward less affordability®

Efficiency .

An efficient care system seeks to maximize the quality of care and outcomes for
the resources cormmitted to health care, and it focuses on strategies that produce
greater net value over time. The scorecard includes five clusters of efficiency indi-
cators: evidence of overuse, fnappropriate care, duplication, or waste; inefficient
Tee of resources associated with poor access; regional variations in quality and
costs; percentage of health expenditures on insurance administrative costs; and
lack of information systems that foster efficiency. The findings point to opportumi-
ties to gain net value, including saving lives and reducing costs if the nation could
move toward rates achieved by the highest-performing regions (Exhibit 5).

M Potential overuse, waste, and inappropriate care. U.S. patients often re-
port that records or test results were not available at the time of their appointment
and that doctors unnecessarily repeated tests. In a six-nation survey, U.S. rates are
wo to three times the lowest-rate benchmark countries on both indicators.

EXHIBIT 5
performance Indicators For The U.S. Health Care System: Efficiency

Range of performance

u.s. {Bottom Score: ratio
national Cemparison group-top of U.8. to
Dimension and indicator rate group group} Benchmark benchmark
Potential overuse or waste (average of
3 ratios) 48
Duplicate medical tests: dostor ordered test
that had already been done (percent) i8 Countries (20-6)" 3] 33
Test results of records not available at
time of appointment (percent) 23 Countries 123-41)° 11 48
Received imaging study for acute fow back
pain with no risk factors® (average of
heatth plans) 82
Private plans (percent) 25 Health plans  {33-18)° 15°¢ 58
Medicaid plans (percent) 22 Health plans  {28~15)° 15 65
went to ER for condition that could have been
treated by regular doctor {pergent) 26 Countries (26-61° & 23
Hospital adrmissions Tor AGS conditions
(average of 2 ratios) BY
National ACS admissions (per 100,000
popuiation) (average of 3 conditions} 49
Congestive heart failure 498 States (631-258)° 258 B2
Diabetes 241 S1ates (299-137)° 137 57
Pediatric asthma 188 States (267-74)° 74 39
Medicare ACS admissions (per 10,000
peneficiaries) 771 Regions (1,043-499)" 499 85
wedicare hospital 30-day readmisston
rates (percent) 18 Regions (22-14) 14 75
£ ]
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EXHIBIT S
performance Indicators For The U.S. Health Care System: Efficiency {cont.}

Range of performance

1.8, {Bottom Score: ratio
nationa!  Comparison  group-top of U.B. to
pimension and indicator rate group group) Benchmark benchmark
Medical annual costs of care and
mortality for AMI, hip fracture, and
coton cancer {average of 2 ratios) 88
Resource costs (annual Part A and
Part B $) 26,828  Regions {29,047-23314)1 23,314 87
Qne-year mortality rate (percent) 30 Regions {32—27)' 27 g0
Medicare annuai costs of care for
chronic diseases: diabetes, CHF,
COPD (Part A and Part B $) (average of
4 ratios) &8
All three conditions 31,792 Reglons (43.9“.?3w2(:r,960)f 20,960 [517)
Diabetes + GHF 18464 Regions {27,310—12,74?)’ 12,747 69
Diabetes + COPD 13,188 Regions (18,{)24'-8,872)’ BBTZ &7
CHF + COPD 22,415 Regions (32,7 32-15,355) 15385 53]
percent of national heaith
expenditures spent on health
administration and insurance 7.3 Countries (5.9*2.0}g 2.0 28
Prysicians using EMRs (narcent) 17 Countries (7%80}" 80 21
Efficiency dimension score 51

SOURCES: See the online technical appendiy, http://coment‘hea|thaffaIrs.org/cgijccntent/fulI/himaff,zs.wds?/DCQ.
NOTES: Al rates are rounded. Range of performance shaws the rates for the boltom {(worst) and top (best} group as footnoted.
Benchmark is the top group rase. Ratics use vaiues to the nearest decimal point. ER is amergency room. ACS Is ambutatory
care-sensitive. AMi is acute myccardial infarction. CHF is congestive heart failure. COPD is chronic obstructive puimonary
disease. EMR is electronic medical record. Underlined ratios ware used to determine the gimension scares.

s\Worst or best of six countries.

s average of Nationat Commitiee for Quelity Assurance (NCQA) health plans; no national data available.

e \inetieth or tenth percentiie private nlans; benchmark s tenth percentile Medicaid plans.

s pinetieth or tenth percentile Medicaid plans.

* Average tottom or top 10 percent of states.

tNinetieth of tenth percentile regions.

¢ pyerage bottom or top three of eleven countries.

» Average bottom or top three of nineteen countries.

‘Within the United States, the NCQA has begun tracking potential overuse or
inappropriate care by expanding Health Plan Employer Data and Information Set
(HEDIS) meagures to include ordering of imaging tests for patients with lower
back pain with no apparent risk factors. Among both private and Medicaid plans,
the average rates of potentially inappropriate resting are 50 percent higher than
are those for the lowest 10 percent of health plans. _

" M Access and efficiency, Lack of availability of physicians when a patient is
sick or in need of after-hours care can result in a visit to a hospital ER. Based on a
cross-national survey in six nations asking patients about ER use for conditions that
could have been seen by a regular doctor if available, it would require nearly an 80
percent reduction in U.S. rates to reach rates achieved by Germany and New Zea-

w46s 20 Seprember 2006



SCORECARD
s ]

land, the benchmark countries. Within the United States, ER use rates for condi-
tions that could have been cared for by regular doctors were significantly higher for
uninsured, low-income, and minority patients.

The substantial variation across the Unired States in admissions for ambulatory
care—sensitive (ACS) conditions points to hospitalization costs that are poten-
tially preventable with improved primary or ambulatory care. There is a two- to
threefold spread between states with the lowest and highest rates of ACS admis-
sions for asthma, diabetes, and CHF and among hospital regions for all ACS ad-
rissions for Medicare beneficiaries. Based on estimated national costs for all ACS
admissions, bringing rates down by 10-20 percent would amount to a savings of
$4-$8 billion per year” These gains do not count the gains from reduced sick
days, improved school attendance, and productivity. For Medicare, bringing ACS
admission rates down to levels achieved by the top quartile or decile of hospital re-
gions would save $2.4-$3.5 billion per year®

W Variations in quality and costs. High-quality hospital care combined with ef-
fective discharge planning and transition care can prevent readmissions. On average,
18 percent of Medicare beneficiaries hospitalized with one of several specified con-
ditions were readmitted to the hospital within thirty days of discharge, a rate 30 per-
cent higher than in the lowest 10 percent of states.® Readmission rates in the highest
10 percent of hospital regions were more than 50 percent higher than those of the
lowest regional group. Bringing all readmission rates down to levels achieved by the
Jowest-rate regions would amount to $1.9 billion in annual savings for Medicare.”

Analysis of Medicare data on quality and costs of care for acute myocardial in-
farction (AMI), hip fracture, and colorectal cancer (with resection) reveals sub-
ctantial variations in one-year, risk-adjusted mortality rates following the inicial
hospital admission and in resource use OVer the course of a year. The analysis used
rwo indices to identify hospital regions in the top-performance quartile on both
quality (annual mortality) and costs. The high-performing regions have fewer
physicians involved in care, greater reliance on primary care, lower rates of hospi-
val readmissions, and less extensive use of hospital and intensive care services. > If
rhe United States as a whole were able to reach the level of higher survival and
lower cost achieved by regons in the top quartile for both indices, the nation
could save 8,400 lives and reduce annual Medicare spending by $900 million for
the three conditions.

Medicare anmual payments for patients with three chronic conditions-—diabe-
tes, chronic obstructive pulmonary disease (COPD), and CHF—also vary widely
across regions. Annual toral Medicare costs for beneficiaries with at least two of
chese conditions in the lowest-cost regions (bottom 10 percent) are one-third less
than the national average. As shown in Exhibit 5, for each of the chronic care com-
binations, there is twofold or greater variation in cost between the lowest- and
highest-cost regional groups.

M Insurance administrative costs. US. private health insurance has complex
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benefit and cost-sharing designs, and there ts much churning in enroliment. As a
percentage of national health spending, U.S. insurance administrative costs are more
than three times those of countries with the most integrated insurance systems. U.S.
rates are also 20-30 percent higher than rates in Germany and Switzerland, two
countries with relatively complex public-private insurance systems (7.3 percent in
the United States versus 5.6 percent in Germany and 4.8 percent in Switzerland).”

B Information systems to support efficient care. Well-integrated electronic
information systems have the capacity to fmprove the delivery of care, reduce erTors,
avoid duplication, and provide 2 mechanism to track and assess care. Fewer than
ane-fifth of U.S. physicians report routine use of electronic medical records (EMRS),
compared with 60-90 percent in leading countries. Although the share of U.S. doc-
tors with full or partial EMR use increased o nearly one in four in 2005, U.S. rates
are still well below those of other industrialized nations? Spread of health IT to
hospitals, such as EMRs and computerized physician order entry (CPOE) systeims,
has also been limited.* Furthermore, recent studies find that most U.S. physicians
cannot easily generate lists of patients by diagnoses or medications they are taking,
nor do they have alert systerms or prompts for drug interactions. Fewer than one-
Ffth have access to clinical outcomes data

Equity

National policy statements, tncluding the Healthy People 2010 targets, have
made reducing and eliminating disparities in U.S. health care a top priority. The
scorecard documents major inequities in health, quality, access, and efficiency di-
mensions (Exhibit §). Disparities are widest in the paired contrasts by income or
insurance, with an average 34 percent gap between uninsured and insured popu-
lations and a 38 percent gap berween low-income and high-income populations.
On multiple indicators, it would require a 50 percent or greater improvement in
rates among the low-income or uninsured to equal the experience of high-income
or insured groups. Living in low-income communities also is associated with dis-
parities. Cancer statistics demonstrate systematically lower five-year survival for
whites, blacks, and Hispanics in high-poverty geographic areas.

Also on multiple indicators, rates for Hispanics and African Americans are
higher than rates for whites, with particularly wide disparities in getting the right
timely, patient- centered care and health insurance. On average, it would require a
20 percent decrease in Hispanics’ risk rates to reach the levels of whites. Overall,
gaps for African Americans rend to be equally wide or wider, including much
higher mortality rates than for whites. These inequities in part reflect lower in-
comes and less access to insurance. Insured higher-income populations are gener-
ally at lower risk of poor access or qu ality, regardless of race and ethnicity.

Compared to benchmark populations, each of the vulnerable groups is less
likely to receive preventive care according to clinical guidelines, more likely to
wait for care when sick, and more likely to report communication difficulties. Low

w470 20 Seprember 2006



SCORECARD

— SN
EXHIBIT 6
performance Indicators For The U.S. Health Care System: Equity
White White High incomne insured
compared to compared to compared to comgpared to

pimension and indicater black {%) Hispanic (%) low income (%) uninsured (%)
Infant mortality 42 100 63 -2
Adults (ages 19-64)-limited in any activities

necause of physical, mentat, or emotional

problems 100 100 46 4
Children—missed 11 or more schoo! days due

to iltness or injury 100 100 51 -
cancer five-year survivat 82 a7 82 -
Coronary heart disease~ and diabetes-refated

deaths 84 86 29 =2
Long, healthy, and productive lives score 77 97 54 -*
Older adults—id not receive recommended

screening and preventive care 85 7 B85 76
Chiléren—did not receive recommended

immunizations and preventive care 77 15 58 57
needed mental health care and did not receive

treatment 74 B4 82 &6
Untreated dental caries 50 50 43 -
Chronic disease not under control S7 g2 83 66
Diabetics—did not receive HbAlc, retinal, and

foot exams 28 T2 72 60
Getting the right care score 80 T2 71 63
patients reported medical, medication, or lab

test error 87 100 94 100
AHRQ patient safely indicators 3 G4 o6 94
Nussing home residents with pressure sores 78 87 o -2
Safe care score 73 94 95 a7

&+ days to see doctor when sick or need
medical atenticn 69 65 52 47
Doctar-patient communication: )

sometimes/naver fistened, explained, showed

respect, spent encugh time g6 63 63 BS
patient-centered, timely care score 78 64 57 5%
Aculis—without accessible primary care

provider - 74 63 68 47
Children—without "medica nome” 78 65 65 82
Hosgpital admissions for ACS coaditions 33 B0 52 -8
wen to emergency room for congition that

could have been treated by regular dootor jita) 98 70 54
Duplicate medical tests: doctoy ordered test

that had already been done 60 65 57 %0
Tests resuits of records not avaligbie at ime

of appolntment 87 7L 67 70
Goordinated and efficient care score 65 62 64 61
Aduits (ages 19-64)-time uninsured

during the year 75 47 28 -
Aduits {ages 10-64)—-access problems

pecause of costs 100 88 46 47
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EXHIBIT 6
performance Indicators For The U.S. Health Care System: Equity {cont.)
White White High Income Insured
compared to compared te compared to compared to
Dimension and indicator black (%} Hispanic {%)  lfow income (%) uninsured {%)
Families—spent >iO% of Income or >5% of
income, if low ncome, on 00p medical costs
and premiums -2 -8 2] 91
Adults (ages 19-B4)-medical bill
problems of medicat debt 75 100 34 50
Universal participation and affordable
care score : 8L 84 29 59
overall equity dimension score 6 80 62 66

SOURCES: See the online technical appendix, ‘nttp://cuntent.hea!thaﬁa%rs.nrg/cgi/corztent/fu!1/hiu1aff.25.w45?/002.
NOTES: AHRY is Agency for Healthcare Researth and Quality. ACS is arnbulatory care-sensitive. BOP is outof-pocket.
" Data not available,

scores on coordination and efficency reveal the extent to which poor access un-
dermines quality and increases cOsts. Black, Hispanic, low-income, and uninsured
patients are less likely than white, higher-income, and insured patients to have
primary care providers to coordinate care and are more likely to experience test
results/records delays and duplication, g0to che ER when other care was not avail-
able, and be admitted to the hospital for potentially preventable conditions.

The scorecard equity findings are consistent with recent reports showing sig-
nificant and sometimes increasing disparities by income, insurance, and race/eth-
nicity® These three Tisk factors often coexist; Minorities are mMOLe likely than
whites to have low incomes, and those with low incomes are more likely than
those with higher incomes to be uminsured or underinsured.

Summary And Implications
M Overall picture. The overall picture that emerges from the scorecard is one of
missed opportunities and room for improvement. Despite ‘Thigh expenditures, the
_United States l%g?z“bﬁhi}lclm&?h??,QOnntrigg_pn indicators of mortality and healthy life
§§p§c%gy Wirhin the United States, there is often a substantial spread between
the top and bottom groups of states, hospitals, or health plans as well as wide gaps
between the national average and top rates. Asa resglpﬂ,ﬁg‘r_yqﬁ.ﬁ,,_ggxig:mancer.elatiyg;w
_ro benchmarks averages near 50 for efficiency to 70 for healthy fives, quality, access,
and equity, foran overall @F@:c%ggﬁﬁzggﬁ.%@.é across the main.d.omajns,_of_.ggn{o;ma,m_e
(Exhibit 7). On multiple indicators, the United States would need to improve its
performance by 50 percent or mOTe to reach benchmark countries, regions, states,
hospitals, health plans, or targets.
The indicators and benchmarks selected to span the domains of performance

reflect the judgment of the Comrmission on a High Performance Health System
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EXHIBIT 7
Summary Of Scores: Dimensions Of A High-Performance Health Care System

l.ong, heaithy, and productive Hives 69

Quality 7
ACCass

Equity 71
Efficiency
Overall score

o 10 20 30 40 50 80 70
Score

SOURCE: Authors' calculations based on scores in Exhibits 1-6. Quality: average of (1) right cate, (2) coordinated care, (3) safe
care, and (4} patientcentered, timely care. Equity: average of income, INSUrAnce, black, and Hispanic.

and the authors, informed by experts and tempered by data availability. Yet we be-
lieve that substituting different indicators or weighting indicators in a different
fashion is unlikely to change the basic overall picture.

m Interrelatedness of deficits. This first edition of the scorecard offers a start-
ing point for national discussion. In many ¢ascs, desired data to represent an impor-
tant concept were not available. By necessity, the scorecard includes some indicators
for which data were available only with a time lag or for segments of the insured
population. Indeed, the absence of good data on critical areas and fragmented
sources are symptomatic of lower-than-desirable system performance.

The results provide evidence of the potential net gain from strategies focused si-
multaneously on improving access, quality, and efficiency. Policies are needed that

Sttt

X address the mteraction of a.c,c;as.s,.«qy_alilzy,.ﬁaﬁam(.;..Q.Sht_;smsi;.akﬁ.. a_coherent,. whole-

system view rather t;m&giragmentedappxo.ach..to_chamge..Uni}igtﬁg}‘_gg}g_gggggg@ |

- e

participation ar%&ﬁ?%%ﬁ.&i@p}:mmg‘hﬁ;a,ltb,pm.qua]ity. and.cost performance.

High and rising rates of the population that is ander- and uninsured destabilize
_the delivery system. fuel inefficient use of resources, and put families and the na-
tion at risk of losing ground on past gains in health and workforce productivity.

; Fragmented and _ggg};gb%e_ggyggggﬂnot‘9;_11}_7 increases insurance overhead costs,

St pagra =

it also und: Y

g

ermines the 112 orls ability, to assess OULCOMES OF COSTS OVEE time. Medi-
“re'is often the only national program with the stability to track outcomes and
costs over episodes of care and follow patients over multiple years.

Although the analysis divides performance into aceess, quality, and efficiency/
GOst, they are closely interconnected. Lack of access to primary Care, pPOOT quality
n hospitals and nursing homes o during transitions, and inadequate information
systems contribute to duplicate efforts, inefficient use of specialized care, and
higher rates of hospital admission and readmission, which raise the costs of care
and lead to poorer outcomes.

There is evidence that quality and efficiency can be improved together. Savings
can be generated from more efficient use of costly resources, producing the same
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or better guality at lower resource cost. The challenge is finding systematic ways
ro achieve net gains and rechannel the savings into investments to improve cover-
age and the capacity to innovate. The critical importance of improving coordina-
tion of care emerges across multiple indicators. Policies that facilitate and pro-
mote more-connected care, Euiﬂn_lg;j;_g,__medical,.care providers and inior i
__more integrated care systems, will be essential for productivity, etlic
quality gains.

| Research and data needs. Improving the yield for the nation's investment in
health care requires research and data capacity. The nation underinvests in research
on the cost-effectiveness or organization of care as well as information systems. In a
¢ trillion health care sector, the federal government spends only an estimated $1.5
billion on health systems research—less than $1 for every $1,000 of narional health
spending® Even if private investments equal federal levels, spending on system Te-
search comes to only 0.14 percent of total spending, Furthermore, in an industry
chat has usually been quick to adopt new technologies, the adoption of health IT
(such as EMRs, CPOE, and computerized decision support) and an infrastructure
to foster better cormmunication +nd coordination between providers hias been very
slow. Bringing in effective IT for mazimum national gain likely requires a critical
mass and whole-system approach that spans ambulatory, diagnostic, pharmacy, and
inpatient settings.

iency, and

N SUM, THE SCORECARD INDICATES that the United States has broad op-

portunities to improve. It can do better, given the level of resources it has com-

mitted o health care. There is also much risk in failing to act: Cost and cover-
age vital signs are moving in the wrong direction. To assure a healthy, productive
nation, transformation of the health system is of great urgency.

“The authors thark the editors and anorymous reviewers for thoughtful comments. The views are thoscof the
authors and should ot be attributed to the Commomwealth Fund or its directors.
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